The world is aging at an unprecedented rate, with older adults representing the fastestgrowing segment of the population in most economically developed and developing countries. This demographic shift leaves much uncharted territory for researchers who study social relationships and health. Social relationships exert powerful influences on physical health in later adulthood, a critical consideration given age-related increases in the prevalence of chronic health conditions and physical disability. A large body of research indicates that older adults report greater satisfaction with their social networks than do younger adults, and that they often take measures to minimize their exposure to negative social encounters. These emotionally satisfying and generally positive social ties afford some health protection against a backdrop of mounting physical limitations and play an important role when juxtaposed with the potentially health-damaging frictions that sometimes emerge in older adults' social relationships. Although most older adults report that they are satisfied with their social ties, some older adults experience frequent conflicts or ambivalent exchanges with members of their social networks, and these experiences detract from their health. In addition, many older adults will experience the loss of one or more close relationships during the course of their lives, with ramifications for their health and, often, for the reorganization of their social lives over time. Understanding how both the strengths and vulnerabilities of close social relationships affect health and well-being in later life is an important goal, particularly in view of the accelerating rate of population aging worldwide.
Having close social ties is not always considered to be an important health behavior. Yet carefully controlled epidemiological studies reveal that the effects of close social relationships on health have an order of magnitude comparable to or greater than that of such well-established risk factors as smoking, alcohol consumption, obesity, and physical inactivity (e.g., Holt-Lunstad, Smith, & Layton, 2010) . Throughout adulthood, including later life, being socially integrated and having access to social support are related to better physical health, including reduced risks for infectious illness, cardiovascular disease, overall cognitive and physical decline, and both cancer-specific and overall mortality (e.g., Cohen & Janicki-Deverts, 2009; Crittenden et al., 2014; Uchino, 2009) . Conversely, being socially isolated and feeling lonely are related to worse physical and cognitive functioning (Shankar, Hamer, McMunn, & Steptoe, 2013) and earlier mortality (Steptoe, Shankar, Demakakos, & Wardle, 2013) .
Close social ties in later life are often comprised of people who have known each other for decades. Across adulthood, people accumulate a group of close social ties that form the heart of their social networks-often including a spouse, children, other family members, and close friends (Antonucci, Ajrouch, & Birditt, 2014) . This relatively stable convoy of social ties buoys health and well-being, but these social ties are also influenced by age-related shifts in social motivations and health-related needs. Although most older adults report high levels of satisfaction with their close social ties and often engage in strategies to limit exposure to conflicts, persistent conflicts with close social network members can occur nonetheless, and they are related to worse health outcomes. In addition, the loss of close social relationships poses a formidable challenge to emotional and physical well-being. Importantly, theory and research reveal that both age-related strengths and vulnerabilities are present within older adults' social relationships, and exploring these dualities is the key goal of the current article.
Examining both the strengths and vulnerabilities of social relationships in later life is important in view of the accelerating pace of population aging and the health challenges that often arise with age-challenges that can be mitigated or exacerbated, to some extent, by older adults' social relationships. For the first time in human history, a person born today in many regions of the world can expect to live to old age (World Health Organization, 2011) . As a result, the proportion of the population living to reach old age is growing. For example, by 2030 over 20% of the population of the United States will be aged 60 or over, and the corresponding estimates are even higher in several other developed countries (United Nations, 2015) . Of these older adults, an estimated 82% have at least one chronic health condition, and nearly half (43%) have three or more chronic conditions (Wolff, Starfield, & Anderson, 2002) . Rates of chronic disease and functional impairment also rise markedly among individuals over the age of 80 (Hung, Ross, Boockvar, & Siu, 2011) . These statistics underscore the importance of striving toward a balanced understanding of how social relationships influence, and are influenced by, health and well-being in later adulthood.
This article seeks to contribute to such a balanced understanding by providing an overview of two different streams of research that have seldom been considered together: one that emphasizes age group comparisons and finds evidence of distinct strengths in older adults' social relationships relative to younger age groups, and another that emphasizes variability among older adults and identifies vulnerabilities in the social relationships of some older adults that may compromise their health and well-being. Both traditions of research provide legitimate, and largely complementary, perspectives on close relationships in later life. The article begins by discussing theory and research suggesting that older adults often proactively manage their social ties to prioritize engagement with emotionally close social ties, thereby contributing to generally high levels of relationship satisfaction, low rates of conflict, and access to healthsustaining support and companionship. Proactive regulation of social ties is not always possible in later life, however, and some older adults are not able to avoid distressing social interactions or relationship losses that compromise, rather than sustain, health and well-being (Charles & Luong, 2013; Rook, 2015) . The article accordingly also discusses research on areas of potential vulnerability in older adults' social relationships, focusing on aversive or ambivalent social ties that expose some older adults to recurring conflicts and misunderstandings and the loss of close relationships that becomes increasingly common with age. The concluding section looks to the future, in view of changing sociodemographic and health status characteristics of the elderly population, and raises questions about the health-related support needs and resources of future cohorts of older adults that psychologists are well poised to address.
Areas of Strength in Older Adults' Social Relationships
Older adults frequently report greater satisfaction with their social networks than do younger adults (see review by Luong, Charles, & Fingerman, 2011) . One reason for this difference is posited to lie in how older adults structure their social networks (Carstensen, 2006) . Both cross-sectional and longitudinal studies find that social networks tend to shrink in size across adulthood, with the most pronounced decreases occurring in advanced old age (e.g., Broese van Groenou, Hoogendijk, & van Tilburg, 2013) . Notably, however, evidence suggests that older adults retain relationships with their closest, most rewarding social ties but winnow casual acquaintances and other peripheral social ties (Wrzus, Hänel, Wagner, & Neyer, 2013) . For example, one longitudinal study that followed people ages 18 to 94 over 10 years (English & Carstensen, 2014) asked participants about the number of people in their social network and their positive and negative emotional experiences with each network member. Results indicated that participants' social networks declined starting in midlife, with the decline largely accounted for by the loss of peripheral, as opposed to close, social ties. Moreover, older participants reported that their network members elicited more positive and fewer negative emotions compared with younger participants (English & Carstensen, 2014) .
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Fewer, But Emotionally Close, Social Relationships
These age-related changes are predicted by socioemotional selectivity theory, which posits that as people grow older and perceive their time left in life to be growing shorter, they shift their priorities toward emotional goals. As a result, with increasing age, people prefer to interact with close social network members who afford opportunities for emotionally meaningful interaction and a sense of belonging (Charles & Carstensen, 2010) . In contrast, interacting with casual acquaintances or knowledgeable, but less emotionally close, individuals has less value in later life, a finding observed among older African and European Americans, Germans, and mainland and Hong Kong Chinese (see review by Carstensen, Isaacowitz, & Charles, 1999; Fung, Lai, & Ng, 2001; Lang & Carstensen, 2002) .
Interacting with close ties provides emotional and healthrelated benefits for older adults. Such interactions evoke more positive and less negative memories, compared with interactions with acquaintances (e.g., Charles & Piazza, 2007) . Moreover, social roles that involve emotional closeness (e.g., being a spouse, family member, or friend) are more strongly related to important aspects of older adults' health, such as pulmonary functioning, than are social roles that involve more peripheral-and typically less closesocial roles (e.g., being a club member or a volunteer; Crittenden et al., 2014) .
Effective Relationship Regulation Strategies
Older adults also appear to engage in relationship regulation strategies to maintain well-being to a greater extent than do younger adults. They report investing more time in maintaining relationships and are less concerned with maintaining strict reciprocity in their social relationships, compared with younger adults (Lang, Wagner, Wrzus, & Neyer, 2013) . They also experience fewer conflicts with their close social partners and appraise these conflicts less negatively than do younger adults (e.g., Luong et al., 2011) . For example, a daily diary study of reactions to interpersonal tensions revealed that older adults rated the tensions as less stressful than did younger and middle-aged adults, a finding that was not attributable to age differences in overall exposure to interpersonal tensions or the type of social partner with whom the tensions occurred (Birditt, Fingerman, & Almeida, 2005) . Another study found that, compared with married middle-aged adults, older married adults often report higher levels of marital happiness and rate their partner's behaviors less negatively during marital conflict discussions (Smith et al., 2009 ). These more favorable ratings appear to reflect appraisal processes that allow older adults to view the partner's behavior during conflict discussions more benevolently, because objective raters do not find age differences in spouses' actual behaviors during marital conflict discussions (Story et al., 2007) .
Older adults' reports of how they respond to negative exchanges with others also suggest that they are more likely than young and middle-aged adults to seek to diffuse the exchanges. For example, older adults often report that they did nothing, opted to let the situation pass, or sought to direct their attention elsewhere in response to an interpersonal problem (Blanchard-Fields, Mienaltowski, & Seay, 2007; Sorkin & Rook, 2006) . Older adults do not use such passive techniques with all tense interactions; when asked how they would resolve instrumental dilemmas, such as consumer-related disputes, older adults report greater use of active problem-solving strategies than do younger adults (Blanchard-Fields, 2007) . Only when problems are interpersonal in nature and high in emotional salience do older adults report more passive emotion regulation strategies than do their younger counterparts (Blanchard-Fields, 2007) . Older adults perceive this behavior not as a method of last resort but, rather, as an approach that is consistent with the goals of preserving good will in the relationship and reducing their own emotional distress (Sorkin & Rook, 2006) .
Avoiding or quickly diffusing potential conflicts may also benefit older adults more than younger adults. In one daily diary study, people ages 25 to 74 reported each day whether they had experienced two different social stressors: an argument with someone, or a situation where they could have argued but decided to let the situation pass (Charles, Piazza, Luong, & Almeida, 2009) . Although emotional reactivity to conflicts that actually occurred did not vary by age, emotional reactivity to potential conflicts that were successfully avoided was lower among the older participants, suggesting
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that they derived a greater emotional benefit from avoiding potential conflicts.
Health-Related Benefits of Proactive Regulation of Relationships
Older adults' strategies for engaging selectively with their most rewarding social ties and avoiding or dampening potential conflicts with others may help to explain not only why relationship satisfaction increases with age for many adults (Luong et al., 2011) but also why perceptions of social support become more favorable with age (Schnittker, 2007) . The quality of social relationships is related to a range of physiological processes and health outcomes, such as immunological and cardiovascular functioning, chronic illness onset and progression, and mortality (e.g., KiecoltGlaser, McGuire, Robles, & Glaser, 2002; Uchino, 2006) . Multiple pathways may underlie these associations, including the ability of emotionally close relationships to enhance emotional well-being, promote sound health behaviors, and provide social support in times of need (e.g., see reviews by Krause & Hayward, 2015; Rook, 2015) . Preserving a stable set of close relationships through adulthood and into old age may be particularly important in allowing people to perceive that they can count on others for social support. Stable perceptions of support, in turn, have been found to be more reliably protective of health, and especially for the development and progression of chronic disease, than has the actual receipt of support (see review by Uchino, 2009 ). Positive social networks enhance physical health, but another advantage of having smaller networks comprised of selected social partners is that fewer negative situations are likely to arise. This benefit cannot be overstated, given the detrimental effects of negative social ties on physical health (Brooks & Dunkel-Schetter, 2011; Rook, 2015) .
Areas of Vulnerability in Older Adults' Social Relationships
Despite age-related increases in satisfaction with social networks, limits exist on the availability of close social ties in later life. Being able to cultivate, maintain, and engage selectively with a stable set of emotionally close social ties is entwined with experiences early in life that shape attachment styles, coping skills, and broader social competencies (Uchino, 2009) . Some people undoubtedly reach later adulthood without a stable core of close relationships that can be preserved or prioritized through selective winnowing. Other people may have longstanding social network members who cannot be avoided and who are a source of aversive of ambivalent interactions. Still others will experience the loss or disruption of close relationships in later life for reasons beyond their control. These negative experiences with close social ties have implications for health and well-being. The theoretical model of strength and vulnerability integration (SAVI; Charles, 2010) posits that when older adults are unable to avoid or mitigate situations that kindle high and sustained levels of distress, they are likely to experience arousal that will challenge their aging systems and compromise their physical and emotional health. Consistent with this idea, a large study of adults ages 40 to 77 found that negative social interactions decreased with age. The strength of the association between these negative interactions and physical health, however, increased over the adult life course (Hakulinen et al., 2016) . Sources of vulnerability in later life social relationships, therefore, warrant attention alongside the considerable strengths discussed thus far.
Conflicts and Misunderstandings
Older adults typically experience negative interactions with their social network members less often than positive interactions, but negative interactions have potent effects on health and well-being when they occur. Frequent negative exchanges with close social network members are robustly related to worse health across multiple health domains, including worse self-rated health, increased risk of heart disease, greater functional impairment and disability, worse recovery following surgery, worse cognitive functioning, and increased risk of mortality (see reviews by Brooks & Dunkel Schetter, 2011; Rook, 2015) .
These findings have emerged in studies that have adjusted for a broad range of factors that might influence health, including demographic characteristics, comorbid conditions, mental health (e.g., anxiety, depressive symptoms), health behaviors (e.g., smoking, physical activity), biological risk factors (e.g., body mass, blood pressure), personality characteristics (e.g., neuroticism, extraversion), and, in longitudinal studies, initial health status. It is important that these findings emerge in studies that have examined positive and negative social exchanges simultaneously. In many such studies, the health-damaging effects of negative exchanges have been found to outweigh the health-enhancing effects of positive exchanges (Rook, 2015) , although exceptions to this pattern have been noted. For example, low warmth, but not high hostility, observed during marital interactions has been found to be related to women's coronary artery disease (Smith et al., 2011) . Moreover, close social ties (spouses or romantic partners, adult children, other family members, and close friends) account for the majority of interpersonal conflicts reported by older adults (e.g., Sorkin & Rook, 2004) . Thus, the adverse health effects of conflicts with others cannot be attributed to aversive interactions with peripheral social ties.
Persistent conflicts are most detrimental. Although relationship conflicts tend to occur relatively infrequently and to be time-limited in later life, some older adults experience persistent or recurring conflicts that may function as a source of chronic stress. In one study, researchers asked a nationally representative sample of older adults about the frequency of negative interactions (e.g., experiences of criticism, disapproval, demands) with friends, spouse, children, and other relatives at two time points six years apart (Krause & Rook, 2003) . The results indicated that the frequency of negative social exchanges was relatively stable over the 6-year period.
The cumulative physiological toll of chronic negative interactions may damage physical health by disrupting cardiovascular, endocrine, and immune functioning (Brooks & Dunkel Schetter, 2011; Uchino, 2006) . Data from another national sample of adults ages 65 to 91 revealed that those who experienced persistently high levels of negative social interactions (e.g., support let-downs, rejection by others) over a 2-year period reported poorer self-rated health, more health conditions, and greater functional impairment (Newsom, Mahan, Rook, & Krause, 2008) . Another study that spanned a 10-year period also found that chronic negative interactions were particularly detrimental to health (Friedman, Karlamangla, Almeida, & Seeman, 2012) . At two time points 10 years apart, participants in the Midlife in the United States (MIDUS) study were asked how much strain (e.g., demands, criticism) they experienced in their relationships with their friends, spouse, and family members. Participants who reported consistently high levels of strain in their social relationships (i.e., those in the highest quartile for the sample at both time points) exhibited a flatter diurnal cortisol profile, which is associated with poor health outcomes. Persistent social conflict has been linked in other research to higher rates of mortality (e.g., Kroenke et al., 2012 ; though see Antonucci, Birditt, & Webster, 2010) . Given that later life is a time of increased risks for physiological dysregulation and health problems (Wolff et al., 2002) , the health effects of relationship conflicts may be especially pronounced among older adults, although research specifically addressing this point is sparse.
Ambivalent social ties are also detrimental. Social ties do not need to be exclusively negative to detract from health. Ambivalent social ties (those characterized by both positive and negative patterns of interaction) often exist among older adults' family relationships (e.g., Fingerman, Hay, & Birditt, 2004) and are also linked to poor physical (Uchino et al., 2013) and psychological health (e.g., Rook, Luong, Sorkin, Newsom, & Krause, 2012) . Remarkably, one study of individuals ages 48 to 77 found that the number of ambivalent social ties, but not the number of aversive social ties, in participants' social networks was related to shorter telomere length, an indicator of accelerated aging (Uchino et al., 2012) . This research suggests that it is not only "bad" social network relationships per se, but also those that are a source of mixed positive and negative experiences, that may damage health.
The health-damaging effects of ambivalent and aversive social ties are not unique to older adults (see review by Brooks & Dunkel-Schetter, 2011) . These effects have been studied extensively by gerontologists, however, because they are considered to have significance during a life stage when health risks and physiological susceptibility to stress intensify.
Likelihood of experiencing persistent conflicts. In view of such findings, a key question is what influences older adults' likelihood of experiencing recurring conflicts and disappointments in their close relationships. Research exploring this question has begun to identify several different categories of potential contributing factors. Severe or persistent stressful life events (such as serious financial difficulties or chronic health problems) may contribute to strained relationships by overwhelming the support-providing capacities of family and friends (Krause & Shaw, 2002) . Receiving substantial and sustained instrumental support from family members can kindle relationship tensions (Kim et al., 2016) , feelings of low self-efficacy, and loss of autonomy in recipients when disabling chronic conditions limit their ability to carry out activities of daily living (Martire, Stephens, & Schulz, 2011; Newsom, 1999) . Intergenerational or cultural differences in expectations for companionship and support may also kindle resentments and misunderstandings (Pillemer et al., 2007; Treas & Mazumdar, 2002) . Being unable to avoid contact with kin ties or others who are sources of ambivalent interactions can embroil people in relationship tensions and disagreements (e.g., Fingerman et al., 2004) .
Sensory impairments, such as hearing loss, contribute to communication difficulties that can strain social interaction and increase the risk of social withdrawal and loneliness (Yorkston, Bourgeois, & Baylor, 2010) . Certain personality traits, such as neuroticism, increase reactivity to conflict, an effect that appears to become stronger with age (Mroczek & Almeida, 2004) . Similarly, older adults with more limited cognitive resources have been found to react with more hurt feelings to experiences of social rejection (Cheng & Grühn, 2015) . Dementias, such as Alzheimer's disease, are associated with loss of inhibitory control, which can lead to poorer social behavior and ensuing relationship problems (von Hippel, 2007) .
Gender, race, and ethnicity have begun to receive attention as factors that might influence exposure or reactivity negative social exchanges in later life, but existing evidence is sparse and inconsistent, making it difficult to draw conclusions (Krause & Hayward, 2015) . The most consistent findings to date concern gender, with evidence suggesting that older women tend to experience more negative exchanges and to react more strongly to them than do older men, although the gender difference in reactivity diminishes in advanced old age (Shaw, Krause, Liang, & Bennett, 2007) .
Finally, childhood adversity increases the risk of neglect by caregivers and exposure to interpersonal conflicts and unstable social relationships, sowing the seeds of mistrust in others and relationship difficulties in adulthood that, in turn, threaten health (Miller, Chen, & Parker, 2011) . A challenging, but worthwhile, goal for future research will be to develop conceptual frameworks and empirical strategies for integrating the diverse influences of life circumstances (early and current), sociocultural factors, and individual differences on the quality of social ties in later life.
The Loss of Close Relationships
Although many older adults appear to manage their social relationships effectively to maximize positive experiences and avoid negative experiences, they can do little to avoid the loss of close relationships. By their mid-70s, nearly 60% of women and 22% of men are likely to be widowed (He, Sengupta, Velkoff, & DeBarros, 2005) . The loss of a spouse can affect other relationships, moreover, as contacts with in-laws and couples with whom the widowed person previously socialized often wane over time (Lamme, Dykstra, & Broese van Groenou, 1996) . Marital disruption because of divorce has also become more common among people aged 50 and older in recent years, doubling from 1990 to 2010 . Losing friends is a common experience as well, with 59% of men and 42% of women over age 85 in one study reporting that a close friend had died in the past year (Johnson & Troll, 1994) . These losses may be exacerbated by socioeconomic disadvantage, which is associated with greater social network instability and loss of close network members in later life (Cornwell, 2015) . Serious illness and life stress can also limit a close social partner's ability to continue providing support and companionship, and residential relocation may diminish opportunities for ongoing contact.
Health effects of the loss of a spouse. Studies of spousal bereavement provide the most extensive evidence of the health effects of losing a close relationship in later life. Compared with matched controls, widowed individuals experience more physical symptoms, more acute cardiac events, higher rates of disability and illness, more hospitalizations, and an increased risk of mortality (Moon, Kondo, Glymour, & Subramanian, 2011; Stroebe, Schut, & Stroebe, 2007) . These health differences are most pronounced within the first 6 months of the spouse's death and tend to decline thereafter, although some studies find the increased risk of mortality to persist even 10 years after the spouse's death (e.g., Ytterstad & Brenn, 2015) .
The adverse health effects of spousal bereavement may be attributable, in part, to hypothalamic-pituitary-adrenal axis dysregulation, as suggested by evidence that bereaved individuals exhibit flatter diurnal cortisol slopes than do nonbereaved individuals (Holland et al., 2014; Ong, FullerRowell, Bonanno, & Almeida, 2011) . Deficits in positive emotions experienced by the bereaved individuals accounted for this group difference, even after adjusting for negative emotions and other potential confounds (Ong et al., 2011) . For widowed individuals, the loss of the day-to-day companionship provided by the spouse may play an insufficiently appreciated role in the health-damaging shortfall of positive emotions. Shared activities and mutually enjoyable interaction are key contexts in which people experience positive affect during the course of their daily lives, contributing to resilience and helping people transcend their current concerns and problems (Rook, August, & Sorkin, 2011) .
Reorganizing social lives over time: Social network substitution and compensation. Coping with spousal bereavement requires people both to deal with the emotional pain triggered by the loss and to reorganize their lives, including their social lives (Stroebe & Schut, 2010) . For many adults, the spouse is the most important source of support and companionship, and the loss of the spouse may prompt bereaved individuals to turn to others for social needs once met by the spouse (Lamme et al., 1996) . This process usually unfolds gradually over time, with successes and failures experienced along the way, and with considerable variation in the emotional-and physicalhealth benefits associated with deriving support and companionship from alternative relationships. For example, compared with married older adults, widowed older adults have more contact with their adult children and derive more support from them (Guiaux, van Tilburg, & Broese van Groenou, 2007; Ha, 2008) , but it is less clear how well such interaction enhances the morale of the widowed individuals. The emotional support provided by an adult child may be less intimate, less readily accessible, or less sensitive than the emotional support formerly provided by the spouse (Rook, 2009) . Relationships with family members can also be characterized by ambivalence (Fingerman et al., 2004) , and the support and companionship provided to older adults by family members can sometimes be seen as based on feelings of obligation, which may dilute their psychological benefits (e.g., Rook & Ituarte, 1999) .
Some researchers accordingly have advocated a distinction between social network substitution, referring to the extent to which bereaved individuals derive support and companionship from alternative sources, and social network compensation, referring to the extent to which these alternative sources of support and companionship boost emotional and physical health (e.g., Zettel & Rook, 2004) . This distinction has sometimes been blurred in the literature, with substitute social ties simply assumed to compensate for the lost ties. A short-term longitudinal study that examined this distinction found that older widowed women formed substitute social ties, but these substitute ties were not associated with gains in emotional health (Zettel & Rook, 2004) . New relationships may require considerable time to solidify before benefits for emotional and physical health materialize. Inherent limits may also exist on the extent to which compensation can be achieved following the loss of a key close relationship-with its irreplaceable history and unique mix of tangible and symbolic rewards-that may have existed for decades.
The course of social network substitution and compensation following the loss of a key relationship. Although the course of emotional adjustment to the loss of important close relationships has been studied fairly extensively (e.g., Bonanno, Wortman, & Nesse, 2004) , less is known about bereaved individuals' efforts to reorganize their social lives to meet their socioemotional needs. Research is needed that differentiates social network substitution and compensation as related, but conceptually distinct, facets of the adjustment process, each with potentially distinct implications for health. Connections also need to be explored between bereaved individuals' preloss social ties and their postloss efforts to develop new ties or rekindle dormant social ties. For example, an existing confidant relationship might fulfill needs for intimacy and emotional support in ways that render efforts to obtain emotional support elsewhere unnecessary (Bookwala, Marshall, & Manning, 2014) . The repercussions of efforts to forge new ties that fail rather than succeed also warrant investigation, as do shifts in social goals and aspirations that may unfold following the loss of a close relationship (Dykstra, 1995) . Processes of social network substitution are unlikely to be directed toward a static set of socioemotional needs; rather, these needs may evolve in concert with perceived opportunities to develop substitute social ties, sometimes prompting changes in personal identities and relationship goals for the future (Harvey & Miller, 1998) .
Substitution may not always be a conscious process (Zettel & Rook, 2004) . Some bereaved individuals, after an initial period of emotional adjustment, take planful, conscious steps to reach out to others with whom they hope to establish or deepen close relationships; other bereaved individuals experience social yearnings that lead them to gravitate more or less unconsciously to people who seem approachable, such as a widower whose loneliness might lead him to linger in his encounters with neighbors. How such efforts unfold over time and whether they reduce the risk of rejection or have other benefits (or costs) for bereaved individuals' health and well-being warrant investigation.
It is also important to recognize that efforts to forge new social ties in later life are subject to potentially helpful or hindering influences of existing social network members. For example, family members and friends may provide introductions or otherwise seek to link divorced and bereaved individuals to others, but they may also express opposition to such efforts to form new ties, as evidenced by the resentment adult children sometimes express toward parents who date within the first 6 months of becoming bereaved (Carr & Boerner, 2013) . Health and life circumstances also influence the prospects for forging new social ties. Members of socially disadvantaged groups experience more impediments to cultivating new social ties because they experience more losses of close network members as well as more disruptive transitions in later life, such as health downturns, which compound the challenges of forming new social ties (Cornwell, 2015) .
Although this discussion has emphasized the processes of social network substitution and compensation following the death of a spouse, investigation of these processes could be extended to other kinds of relationship losses and disruptions, such as those attributable to divorce, residential relocation, or a close network member's cognitively disabling condition such as Alzheimer's disease. More needs to be learned about factors that facilitate or thwart older adults' efforts to reorganize their social lives successfully following the loss or disruption of different kinds of close social ties.
Close Relationships and Health in Later Life: Current Issues and Future Prospects
Current theory and research reflect two broadly different perspectives on older adults' close relationships. One perspective, grounded in the examination of age-group differences, emphasizes the distinct strengths of older adults' social relationships that emerge from selective engagement with rewarding social network members and relationship regulation strategies aimed at avoiding conflicts or minimizing their impact. These strengths provide the basis for many older adults to experience high levels of satisfaction with their social relationships and to derive healthenhancing social support and companionship. The second perspective, grounded in studies of the elderly population, emphasizes areas of health-compromising vulnerability in the social relationships of some older adults that stem from conflicts and misunderstandings that recur over time and from the loss or disruption of important close relationships. These two perspectives provide different, yet complementary, insights into the health-related implications of older adults' close relationships, one serving to highlight the satisfying and health-protective social networks that older adults proactively shape over the course of their lives and the other serving to call attention to potential limitations of some older adults' close relationships that may jeopardize health and well-being and that point to possible targets for intervention. Further efforts to integrate these two broadly different perspectives would have great value in helping to forge a balanced understanding of both general trends and sources of variability in the associations between social relationships and health and well-being later life.
Efforts to understand how close social partners may affect physical health in later life gain a sense of urgency from the increasing rate of population aging worldwide (WHO, 2011) . These efforts should be fueled, moreover, by recognition of changing sociodemographic characteristics of the older population and questions about the extent to which current research findings will apply to future, more diverse cohorts of older adults. In the United States, the older population is becoming more ethnically diverse, with the percentage of Whites projected to decrease from 80% in 2012% to 61% in 2050 (Ortman, Velkoff, & Hogan, 2014) . Age differences in how people appraise and respond to interactions with their close social partners might reflect processes unique to current cohorts or, conversely, might reflect robust developmental shifts that will continue to emerge in future cohorts. Longitudinal studies rarely examine interpersonal behavior over a period of many years, and it is unclear whether older adults' desire to avoid confrontation observed in studies conducted to date will continue to be evident in future cohorts. Studies will need to discern whether older age remains associated with more positive and fewer negative social interactions and, if so, whether this pattern reflects use of the relationship regulation strategies identified in current cohorts.
Future cohorts of older adults will also be better educated than prior generations, and greater education is related to better health behaviors, such as lower rates of tobacco use and higher rates of physical activity (Lantz et al., 1998 ). Yet, despite these trends in educational attainment, the hope that advances in medicine and health awareness would lead to a compression of morbidity, in which the burden of chronic illness is compressed into a briefer period before death, has not been realized (Crimmins & Beltrán-Sánchez, 2011) . Although mortality rates have decreased in recent years, rates of major diseases (such as cancer, diabetes, and heart disease) have remained the same or have increased, and a greater (rather than smaller) proportion of people report functional health impairments. Some of this uptick stems from rising rates of obesity. Among adults in the United States, for example, an estimated 33% of non-Hispanic Whites, 48% of non-Hispanic Blacks, 42% of Hispanics, and 11% of Asians meet criteria for obesity (Ogden, Carroll, Kit, & Flegal, 2014) . Forecasting the health of future cohorts of older adults is complicated, therefore, by conflicting trends in risk factors. What does seem certain, however, is that family members and other social ties will affect, and be affected by, the health needs of older adults on a societal scale that has not been seen previously.
Intersecting the demographic trends of burgeoning population aging and shifting health risks is another demographic trend that will very likely affect the health-related social support available to future cohorts of older adults in many economically developed nations: declining rates of marriage and child-bearing . Future cohorts of older adults are likely to have fewer family members, and as a result, may have fewer people to turn to for help with health-related issues. Spouses and adult children typically represent the first line of defense when needs for ongoing support and care arise in later life (Silverstein & Giarrusso, 2010) . Siblings can play a support-providing role as well, but they generally do so to a lesser extent than spouses and adult children (White, 2001) . Changing patterns of family formation will likely result in fewer traditional sources of informal support and care, such as spouses, adult children, siblings, and extended kin ties (Ivanova & Dykstra, 2015) . Moreover, although rising rates of remarriage in later life have increased the presence of stepchildren in older adults' social networks, filial obligations to provide support tend to be felt less strongly toward stepparents than biological parents (Ganong, Coleman, & Rothrauff, 2009) .
Emerging evidence suggests that nonkin ties are becoming more important as sources of support in older adults' lives (Schnettler & Wöhler, 2015; Suanet, van Tilburg, & Broese van Groenou, 2013) . Long-term committed relationships, regardless of their kin or legal marital status, have the potential to provide sustained support and care in later life (e.g., Blieszner, 2009; Thomeer, Mudrazija, & Angel, 2016; van Wagenen, Driskell, & Bradford, 2013) . As the predominant family structures and norms continue to evolve in the United States and elsewhere, and as nonkin ties and new family forms gain importance as potential sources of support, research will be needed to gain a better understanding of their care-providing capacity and effectiveness in later life, particularly when physical limitations and health problems escalate.
Another striking demographic trend is that more older adults than ever are living to very advanced ages, with the number of centenarians projected to increase 10-fold worldwide by 2050 (WHO, 2011 . Many of their support providers-kin and nonkin-will themselves be elderly. Investigating the capacity of the informal support system to provide sustained support and care to very old, and often physically compromised, adults is emerging as a research priority with considerable public policy significance (Boerner, Jopp, Park, & Rott, 2016) .
How well close kin ties can meet the needs of old (and very old) family members for sustained instrumental support, emotional support, and companionship, is uncertain. Similarly, how well nonkin ties (such as close friends and neighbors) can meet these needs among older adults who lack a primary partner or close family relationships is also uncertain. These questions loom over efforts to forecast the health and well-being of future cohorts of older adults (Ryan, Smith, Antonucci, & Jackson, 2012) . Psychologists have a great deal to contribute to the framing and investigation of questions about the current role of close relationships in older adults' health and well-being and the explo-ration of changes that may be on the horizon for future cohorts, in view of demographic trends already on our doorstep.
